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INTRODUCTION 


For many years it was believed that development programmes and 
projects, especially economic ones, would automatically improve health 
Status. While the link between economic well-being and better overall 
health is certainly a strong one, an increase in income and economic 
activity does not necessarily lead to improved health status. The Brundtland 
Report* focuses attention on the state of the environment and the delete- 
rious effects of development activity which threaten the very survival of 
our planet. The report brings into sharp focus the effects of development 
projects and programmes on the environment. 


There are three interrelated problems contributing to an impending 
‘Health Crisis’’. Each of these has worsened during the last few years, 
together they draw attention to the urgent need for policy adjustment. 
They are: the avoidable health hazards associated with development; the 
cost of treatment of diseases caused by industrialization and urbanization; 
the economic crisis which has slashed the health budgets of many 
developing countries. 


The Inter-Agency Regional Conference on Health Development held 
in New Delhi from 20 - 24 March 1989 gave specific guidance on how to 
deal with this crisis for the first time. It recommended that: 


1. (a) the capacity of the Ministry of Health be strengthened to 
analyze development projects to ensure that they do not have 
a negative impact on health status; 


*Our Common Future, The World Commission on Environment and Development, 
Oxford University Press, 1987, Oxford, England. 


©) this information be communicated & policy makers far poticy 


©) egal frameworks be developed fr promotion of health 
Status dag dovelopment activities (¢.¢., in resettioment 
Schemes, iaseonioide use, food priciig, e8): 


2. policy analysis based’ on existing problems be eadertaken, 
S~Pecially ow the wacerlying causes of high mordidity and mortality : 


x €@® health umpact assossment be undertakes to Mentify those 
Aspects thar have an influence an the existing Stuation: 


©) —_s madhifications be suggested which wold eliminate the 
negauve efor of development praeas. 
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The Symposium hekd in Bangalore in 1989 was organized as a follow ; 
up activity to the Regional Conference, and is the first activity of its kind 
not Only in the South-East Asian Region, but globally. Rts principal 
Odjective was to strengthen the negotiating skills of ministries of health : 
and representatives from relevant sectors for defending and protecting 
health status in development programmes and projects. It focuses on a_ 
very crucial but often neglected aspect of intersectoral action for health, 
namely, “‘Imphcations of Public Policy on Health Status and Quality of 


Since it is impossible to deal with all aspects of public policy, as a first | 
step the relationships between development policies and health Status and | 
quality of life were analyzed by studying three important areas in depth: 
urbanization; industrialization; agricultural development. 7 


The discussions focussed on the actions which could be taken by the» 
relevant sectors toreduce oreliminate health risk factors without abandon- ‘ 
ing their priority objectives and goals for development in their sector. 

a ‘ 
in order to facilitate this task three modules were developed. These — 
modules dealt with specific aspects of industmialization, urbanization, 


agricultural development, namely, occupational health and child labour, 
housing and slums, irrigation and pesticides. Additional case studies, 
together with country experiences, enriched the analyses. 


During the course of discussion it became clear that health profession- 
als appreciated the goals of economic activity and were ready to contrib- 
ute to the attainment of these goals, however, they were not prepared to do 
so at the expense of health status. Similarly development planners, and 
those involved in formulating and implementing economic activities, ap- 
preciated that economic benefits can produce health gains. 


There are many laws, regulations and policy statements in all the 
countries which contain most of the specifications required for protecting 
health status, but unfortunately these have either been partially imple- 
mented or not implemented at all. The case approach utilized during the 
symposium enabled the participants to focus on real issues and, through 
debate and discussion, to come up with alternative but feasible courses of 
action. 
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SUMMARY OF DISCUSSIONS 


Introduction 


The Symposium was attended by key policy and decision makers, 
senior implementers from health and other development sectors, experts 
and researchers from institutes of development studies, development 
agencies and nongovernmental organizations (NGOs). Participants from 
the following eight countries attended the symposium: Bangladesh, 
Bhutan, India, Indonesia, Myanmar, Nepal, Sri Lanka and Thailand (see 
Annex A for full list of participants). 


Discussions focussed on specific issues of development activities, their 
impact on health status and quality of life, and on methodological 
problems faced by countries in analyzing policy issues of health relevance. 
The participants felt that it was an achievement to bring together such a 
highly heterogeneous, multisectoral, and multi-disciplinary group to 
deliberate upon a topic which had never before been the subject of such 
in-depth analysis. (See Annex B for method of work ). 


Observations and policy options arrived at formed the basis of the 
discussions that were held during the second phase of the symposium in 
which participants were joined by policy makers from various sectors in 
the participating countries. The latter attended in their personal capacities 
allowing for more frank and critical analyses. It was during the second 
phase that issues were more sharply identified and the feasibility of policy 
options scrutinized further. 
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I. Agricultural Development Policy - Health Linkage 


Case on Pesticide Use 


| The Isswe - Pesticide use is necessary for increasing agricultural 


production and productivity. 


Although the case presented for discussion dealt with pesticide use in 
Indian agriculture, it was felt that the situation was similar in all the 
countries represented. It was agreed that agricultural production must be 
increased rapidly in order to satisfy the needs of a rapidly growing 
population, combat undernutrition among certain population groups and 
respond to food security considerations, in addition to providing employ- 
ment and income to people in rural areas. 


Unfortunately, the scope for increasing agricultural production through 
horizontal expansion of land is very limited in many places. Cultivated 
areas which have made a significant contribution in the past have regis- 
tered a sharp decline over time. Technology to increase yields in the form 
of improved agricultural practices, use of high yielding varieties of seeds, 
and increased use of fertilizers and irrigation has had a significant impact 
on production levels in many places. However, crop varieties used, 
intensive Cultivation practices and new cropping sequences have led to an 
increase in pest problems in agriculture. The practice of monoculture as 
a result of the adoption of high yielding varieties has also led to an increase 
in pest problems. In traditional agriculture the practice of intercropping 
meant that pests, even if they attacked, did not spread as quickly, nor did 
they ravage the whole crop. 


Increased immgation has added to the pest problem by creating environ- 
ments conducive to the reproduction of pests. All of the above factors have 
resulted in increased use of pesticides. At the same time, pests are 
becoming increasingly resistant to the pesticides utilized, leading to the 
application of additional quantities of stronger and more harmful pesti- 
cides. 


The Issue - Adverse Health Impacts of Pesticide Use. 


In looking at the actual and potential impacts on health of pesticide use 
it was pointed out that pesticides have varying degrees of toxicity on 
different people, and in different situations. While the research findings 
are not conclusive on the cause and effect linkages in pesticide use, 
adverse reactions are highest among workers who are directly exposed to 
pesticides. Many substances are highly contaminated with residues of 
DDT, BHC, Pindane, Endrin, and other pesticides. Although the residues 
appear to be within permissible levels in fruits and spices, they are above 
the tolerance level in vegetables, cereals, oils and dairy products. In one 
of the countries it was stated that pesticide poisoning from exposure or 
involuntary ingestion was the sixth leading cause of hospital deaths in 
1987. 


Pesticides such as DDT and BHC once applied do not degrade easily 
and can remain in the environment for as long as twenty years. The soil 
becomes a reservoir for these pesticides, steadily transferring them to 
edible crops, trees, and animal life, and polluting the ground water. It was 
pointed out that Bangalore, once reknowned as a “‘garden city’’, now has 
hardly any birds owing to the intensive agriculture in and around the city, 
and the subsequent practice of using large amounts of pesticides which 
have killed both plant and animal life. 


It has been observed that adverse reactions to pesticides are highest 
among workers who are directly exposed to them. Fragmentary evidence 
in India points to liver injury due to toxic effects of pesticides among 
workers who spray pesticides. Another study drawn from laboratory tests 
conducted on animals indicates a higher susceptibility to adverse effects 
of pesticides among ill nourished people when compared with the effects 
on better nourished people. 


In India high incidence of pesticide residues are found in food, human 
fat tissue and the atmosphere. This is surprising given the limited use of 
pesticides in India when compared with countries such as Japan, the 
United States, and the United Kingdom. It was felt that this phenomenon 


is largely attributable to the misuse of pesticides - wrong choice of 
pesticide, misapplication, faulty storage, etc. This in turn can be ascribed 
to lack of knowledge. For example, cases were reported in one country 


where pesticides were stored in the kitchen along with household food- 
stuffs. 


It might be worthwhile foreach of the countries in the region to develop 
a list of essential pesticides similar to the essential drug list. Essential 
pesticides would be judged according to the following criteria: 


1, harmful effects; 

li. cost effectiveness; 

ili. efficacy; 

iv. convenience in operation. 


__ The list which has already been published by FAO would be taken into 
consideration when establishing the list of essential pesticides. 


wht users of pesticides cs on nhow pesticides should be 


_ handled, used and stored. 


Action Research 


Although the potential harmful effects of pesticide have been derived 
from indirect studies of the toxic residues in food materials, atmosphere, 
and soil, the ill-effects have not been firmly established with regard to 
human beings. Action research is needed in at least three areas so that 
decision makers will be able to examine the trade off between threatening 
health hazards and increases in agricultural production and, on the basis of 
this, make informed decisions. The areas suggested for action are: 


1. quantitative analysis of actual harmful effects of 
pesticides including residues in food and environment; 


ii. means of substituting harmful pesticides with traditional 
methods of pest control; 


iil. possibilities of reducing the cost of effective but less 
harmful types of pesticides. 


Case on Large Scale Water Development Projects 


The Issue - Growing need for water development projects for 
irrigation and energy. 


The Narmada valley project was presented as an example of a large 
water development project which many countries are familiar with. This 
project is a controversial multipurpose project which has been receiving 
a great deal of coverage lately in the press and is the subject of a debate 
between the government, donors and beneficiaries. 


Efficient utilization of water resources assumes great significance, 
particularly in the context of a rapidly growing population. The Narmada 
Valley Project was initiated to provide aran ge of benefits to large numbers 
of people residing in the three Indian states of Gujarat, Madhya Pradesh 
and Maharashtra. In India, as in many countries, multipurpose and other 
dam projects are regarded as essential for meeting the requirements of 
irrigation for agriculture, electricity for industries, as well as providing 
flood control. 


The Issue - Urgent need to mitigate adverse health effects caused by 
changes in the environment. 


It was pointed out during discussion that experience of similar projects 
in other countries, while desirable for enhancing economic development, 
posed a number of problems with regard to resettlement and adverse 

effects on environment and health. 


In the case of the Narmada Valley project cultivable land on which to 
Telocate the population displaced by the project was not available. Remaining 
grazing lands had hardly any soil cover, were of very poor quality, and 
were totally unfit for cultivation. Cash compensation provided was 
inadequate in many cases and resulted in lowered living standards and 
reduced quality of life among a large majority of displaced persons. 


In Narmada, most of the displaced populations were tribal people. The 
sudden influx of modern systems, destruction of the environment on 
which their lives depended and, ultimately, displacement and resettlement 
left tradition bound tribal families bewildered, powerless and on the verge 
of total social, cultural and economic collapse. Many displaced people 
drifted toward cities where they were unable to cope with the alien 
environment and hardship. Those who have resettled still do not have 
semipermanent houses and employment. Mortality rates have risen, food 
reserves and incomes have fallen, and cattle are dying. 


The building of irrigation dams increases the incidence of some dis- 


eases. Vector borne diseases such as malaria and schistosomiasis can be 
increased through the creation of new breeding sites as a result of water 
entrapment, or they can be brought into the area by the immigrant laborers. 
Poor working conditions further increase the risk of malaria. 


The incidence of filaria, cholera, gastroenteritis, and other water- 
borne diseases is also likely to increase when dams are built. Analysis of 
the diseases of the command areas shows that malaria, schistosomiasis and 
filaria require surveillance, monitoring and control measures, although 
other possible ailments such as flurosis, skin infections, and sexually 
transmitted diseases have also been cited as problems requiring attention. 


In the case of the Narmada Valley project the Narmada Planning Group 
entrusted a study to the Department of Botany of M.S. University, Baroda 
to assess the impact of the project on the health profile of the population 
residing in the Gujarat portion of the catchment area both above the 
Narmada dam site as well as downstream. Information regarding the 
incidence of various diseases was collected and the analysis of the disease 
profile in the command area showed that the three important diseases 
which would require surveillance, monitoring and control measures were 
malaria, schistosomiasis, and filaria. A work plan for the health sector was 
prepared by the Narmada Planning Group with the following objectives: 


1. To provide for systematic and continuous monitoring of the 
health profile of the project area. 


2. To provide for suitable infrastructure facilities to take care of 
preventive and curative measures required in the project area. 


Despite the above study and work plan it was noted that no represen- 
tative from health appeared on either the Narmada High Power Commit- 
tee, or the Narmada Planning Group, nor were any further studies 
undertaken to assess, monitor or evaluate the health situation. The health 
sector thus appears to have been excluded from the planning and imple- 
mentation of the project. At the same time the health sector did not take 
the initiative, based on the findings of the study and work plan, to take an 


active role in ensuring that the health status of the population was 
protected during the project life span. 


Action Research 


Actions to be taken by relevant sectors during feasibility studies and 
project implementation should be based on solid evidence of the potential 
adverse effects of large scale water development projects. Action research 
is needed to carry out epidemiological studies of command areas and to 
establish baseline health profiles of both migrant and local populations in 
affected areas to establish morbidity and mortality patterns. 


Research and development institutes could be instrumental in estab- 
lishing the evidence of negative health linkages associated with large scale 
water development projects by carrying out detailed studies on the 
diseases associated with water impoundment. 
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IT. Industrialization Policy - Health Linkage 


Case on Occupational Health Hazards and Safety in Indus- 
tries 


The Issue - Whilst it is agreed that industrialization as part of the 
development process may have a positive effect on 
populations through the provision of increased 
incomes, goods and services, industrialization also 
creates health hazards and causes accidents, often 
leading to disability and deaths. 


A poignantexample is given of the kind of health hazards that are found 
in the case of the slate pencil factories of Mandsaur in Madhya Pradesh. 


There are some 90 slate pencil cutting units in the area and almost the 


entire population is employed in this industry. A study showed that there 
is hardly a man alive over 40 years of age in the area as a result of silicosis. 
The saw dust generated during the cutting process is composed of 50-55 
per cent silica and is breathed in directly by the cutters. The first symptoms 
of silicosis are seen after six months in coughs and colds, followed by chest 
pains etc. The study revealed that 55 per cent of the workers had silicosis 
and 18 percent had an advanced form of the disease. Developing countries 
suffer from problems of low per capita income with a highly skewed 
distribution of wealth, widespread poverty and unemployment, high costs 
of production, poor quality of products and a fast-growing population. 
Industrialization is an important means of alleviating these economic 
problems. For this reason it was unanimously felt that industrialization 
should be encouraged but that the proper steps should be taken to prevent 
undesirable effects on health. These steps should be taken in conjunction 
with industrial development efforts, and not as an afterthought, or as a 
‘‘crisis management’’ response to the health problems created. 
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Action Research 


Research institutes and individual researchers working in this area 
should avoid carrying out research that has already been undertaken 
elsewhere in the industrialized and in the developing countries. There is 
a wealth of knowledge on such areas as occupational health hazards and 
industrial hygiene which can be effectively used. 


Simple and practical methods must be developed for studying both the 
health of workers and the health factors of the work environment. This 
will include regular monitoring of workers’ health and the working 
environment, applications of the principles of industrial hygiene engineer- 
ing and ergonomics, accident reporting and identification of at risk groups 
in different situations. The science of ergonomics which aims to relate the 
fitness of machines and tools to human and physiological Capacities 
provides a valuable contribution to improving occupational health. 


Detailed case studies of selected hazardous industries would help 
pinpoint critical areas amenable to immediate change and would also 
reveal areas where policy changes in different interlinking sectors would 
be necessary to improve workers health. 


These could be complemented by case studies of successful and inno- 
vative occupational health interventions in industries. Studies of the 
cultural factors influencing human behaviour in industry would lead to 
better understanding of the role these play in occupational health. 


Case on Child Labour 
The Issue - Child labour - a symptom of poverty. 


Child labour was considered unacceptable because of its exploita- 


ry 
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. tive nature, the effect of adverse working conditions, and the denial of 


educational and recreational opportunities on the health and quality of life 
of children. Children working in industry suffer from physical and mental 
health problems, and are often the victims of accidents at the place of 
work. In response to this, relevant legislations have been enacted and 
policies announced which govern the participation of children in the 
labour force. It is now desirable to look at the evolution of these policies 
and strategies, the organizational arrangements made to implement them, 
and the managerial actions taken to benefit working children’s health. 


Income from child labour plays a very importantrole in augmenting the 
overall income of a family. According to a study conducted in Bombay, 
child workers were found to contribute about 30 per cent of the total 
monthly household income. A recent study in Bangalore has reported that 
6 per cent of working children earned 100 per cent of the family income, 
while 18 per cent generated between 50 and 100 per cent of the family 
income. 


An investigation of the reasons for entry of the children into the indus- 
trial labour force showed that 47.5 per cent of the children joined the 
labour force at the insistence of their parents. Similarly, according to a 
1979 ILO survey 23.4 per cent of working children cited poverty as their 
reason for working. 


Children are preferred to adult workers because they are docile and do 
not grumble or revolt. They are agile, and are paid less than adults. At 
times they are not paid at all on the pretext of training. Working children 
get into a vicious circle; as their participation in the workforce continues 
the drop out rate from schools increases, and as children fall further behind 
with their schoolwork they find it increasingly difficult to go back to 
school. This phenomenon is not solely the result of poverty, but has roots 
in the inadequacies of the education system, which does not allow for 
education and work to coexist. In some developing countries child labour 
has been said to cause unemployment among adults. This in itself 
increases the incidence of child labour since unemployed adults force 
children to work to support the family. 


The Issue - Poor working conditions and the health status of children 


Children are usually employed in industries such as match making, 
beedi* making, diamond polishing, sari embroidery, fish peeling, glass 
works, plantations, tailoring, brick works, and the handloom textiles 
industry. Because of the diversity of the institutions in which they work, 
their working conditions vary greatly. These conditions are usually very 
precarious since employers who choose children as workers are those who 
do not want to pay “‘adult wages’’, or give the amenities expected by adult 
laborers. 


Common characteristics of their working conditions include forced 
inhalation of toxic powders, metal dust, paint or paint thinner, noxious 
fumes which burn the eyes, possibility of electrocution, late night 
work, exposure to high temperatures and deafening noise, frequent 
industrial accidents, low wages, payment on a piece rate basis, etc. 


Such working conditions lead to adverse health consequences. Hard 
data on the health status of working children is scarce, but there are many 
known or potential effects on children’s health which can be cited. A 
series of examples were provided to the symposium participants on the 
conditions of work for children. In the lock industry accidents with bodily 
injury (loss of fingertips), occur as a result of exhaustion and carelessness 
when carrying out the tasks of polishing, electroplating, spray painting 
and working on hard presses. In this industry child workers are exposed 
to the health risks of dealing with toxic chemicals and electrocution. Child 
workers suffer from asthma, tuberculosis and other chest diseases, acci- 
dental poisoning and mental disorders. 


In the slate pencil manufacturing industry the incidence of silicosis 
indicates that children are more susceptible to this occupational hazard 
than adults in the same industry. In the agate industry increases in the 
prevalence of pneumoconiosis are directly related to the duration of 
exposure. In a beedi factory, workers experience vomiting, headache, 


ee ee aS 
* Beedi - small Indian cigarettes 
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giddiness, weakness and loss of appetite. In carpet weaving, workers 
experience respiratory tract infection, headache, backache, and joint 
pains. In tanning units the wet and slippery surface in the work area results 
in numerous accidental falls into the vats, some of which are fatal. The 
emanation of hydrogen sulphate from dirty tanning pots is life threatening 
and many of the chemicals used in tanning cause dermatitis. In chrome 
tanning, potential health threats include chrome ulceration on the hands 
and occasional perforation of the nasal septum. 


Children handling microscopically fine wire develope marked visual 
impairments within 5-8 years. Children using handtools designed for 
adults presenta higher risk of fatigue and injury, while children using seats 
and workbenches designed for adults have more problems in the muscu- 
loskeletal system. 


Policy onioas® : 


~ work early and have enacted laws to protect them. In “ 
_ India, for oes where child labour dates back to Ae 


specify different minimum ages at which children can s start _. _ 
work, as well as required working hours, rest, and medical S 

examinations. This indicates that the policy response to 
the problems of child labour is acedeale AX 


There is, however, a big gap berween these policy 
Statements and their translation into action. Recent legi 
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Action Research 


Action research in this area must be innovative in order to respond 
effectively to the overall complexity and social nature of this issue. 


On the economic side, in-depth studies are needed on child labour in 
small scale and cottage industries which often escape formal data gather- 
ing. A number of comparative studies are required to establish a solid 
information base on the net economic effect on family income where there 
are working children. 


On the social side, of particular importance is the need to tailor educa- 
tional opportunities to the requirements of working children. Educational 


programmes in the form of condensed modules need to be developed and 
adapted for this purpose. 
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{I.Urbanization Policy - Health Linkage 


Cases on Housing in Urban Areas and Slums 


The Issue - Rapid urban population increases are not accompa- 
nied by development of adequate infrastructure. 


Shelter, along with food and clothing, is regarded as a basic need for 
human life. The World Health Organization in one of its recent publica- 
tions observed that housing is intimately related to health. The structure, 
location, facilities, environment and uses of human shelter have a strong 
impact on the state of physical, mental and social well-being. Good 
housing conditions provide a defence against death, disease and injury, 
while poor housing conditions increase vulnerability to these factors. 


__ The United Nations Center for Human Settlements (UNCHS - Habitat) 
has emphasized the role of housing in healthy living. Although the 
relationship between housing and health is both intimate and complex, and 
is compounded by a myriad of factors such as poverty, nutrition, levels of 
income and literacy which act together to defy the establishment of precise 
links, it can be said that poor housing is always associated with higher 
mortality and morbidity rates. It is estimated that 5 million deaths i.e. 10 
per cent of all deaths worldwide, could be prevented if housin g conditions 
everywhere in the world could be improved. 


In most developing countries rapid urbanization is occurring, but 
development of various infrastructural facilities, such as adequate hous- 
ing, water supply, sanitation, and transport has not kept pace with the 
growth of the urban population. 


The Issue - Proliferation of slums in large urban settlements severely 
affects the health of the urban poor. 


Unsatisfactory sanitation measures in slum areas are conducive to the 
spread of diseases. Damp, unsanitary ill-ventilated and overcrowded 
houses expose inhabitants to a variety of health problems. Waste which 


is indiscriminately thrown into open spaces for lack of proper disposal 
facilities attract flies, which leads to food contamination and diseases such 
as typhoid, cholera and dysentery. 


A study of slum areas in India showed that the incidence of tuberculo- 
Sis inan upgraded slum was ten times higher than that in a nearby non-slum 
area, viral infections were two to five times greater and skin diseases twice 
as high. 


Slum dwellers are often poor, ignorant and, due to their difficult situ- 
ation, do not appreciate the implications and importance of preventive 
measures to ensure good health. Very often they have a fatalistic attitude 
towards diseases and consequently do not readily accept or cooperate with 
programmes such as immunization schemes. 
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Action Research 


il. 


ili. 


1V. 


V1. 


Vii. 


a detailed survey of the urban housing situation with 
emphasis on estimating existing stock, quality, demand 
and affordability; 


a profile of urban inhabitants and their living conditions 
to determine the most vulnerable groups; 


development of simple, appropriate and adequate 
indicators for monitoring health status in slums through 
periodic community morbidity surveys and specific 
epidemiological investigations; 


detailed investigation of housing finance to provide 
information on types of resources available and their 
sustainability; 


investigations of the roles of the private sector and 
voluntary organizations and their resources in slum 
improvement programmes; 


in-depth study of legislation to identify the constraints 
and barriers to implementation and action; 


action research that investigates existing public health 
laws and regulations covering housin g should be analyzed, 
with a view to assessing whether these are too restrictive 


Vill. 


1X. 


X1. 


for the poor and impossible for them to achieve. Tests 
should be carried out to ascertain the effect of these laws 
and regulations on the poor’s initiatives regarding their 
own housing; 


study of the health effects of housing with special reference 
to the effects of overcrowding as a result of shortage of 
housing; 


the effect that certain primary health care schemes would 
have on the ‘‘health quality’’ of the slum, 1.e., from the 
standpoint of personal, communal health improvements, 
to the total environment of the slum; 


detailed study to enable spatial planning for a viable hier 
archical system of human settlements (including the 
growth centers/points and satellite towns); 


the effect of income-generating activities, self-help schemes, 
and encouraged-entrepreneurship through the use of seed 
money should be investigated. 
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METHODOLOGIES FOR POLICY ANALYSIS 


Discussions on the six different case studies highlighted the complex 
nature of the links between development policies and health outcomes. 
Numerous examples were given of the ways in which health status could 
be further protected from the adverse effects of development programmes, 
especially economic ones. 


The heterogenous mix of policymakers and senior officials from differ- 
ent sectors, experts and researchers from institutes of development stud- 
les, development agencies and NGOs allowed for a broad range of policy 
options to be tabled during discussions. The utilization of policy analysis 
as an important process that contributes to an eventual policy adjustment 
by analyzing the weaknesses, the outcomes and possible options was fully 
discussed. 


A policy can be defined as a broad statement of goals, objectives, and 
means that creates the framework for government activity*. Policies often 
take the form of explicit written documents, but they may also be implicit 
or unwritten. 


Development policies are designed to encourage economic growth and 
improve infrastructure, services, industry, commerce, and community 
development. These may be accompanied by policies to stimulate social 
and political development. Policies are formulated at the national, 
regional and local levels. They may be profoundly affected by a variety 
of elements both within the country itself such as the economic or 
geographical situation, as well as by elements outside country borders 
such as the international economic and political climate. 


Policy makers in the public sector face difficult choices in deciding 
how public resources are to be allocated. Policy analysis provides a tool 
for carrying out careful analysis of the advantages and disadvantages of 
each course of action in order to make sensible policy choices. It is 
acknowledged that certain actions are needed in some relevant Sectors, SO 


| 
*M. Grindle, "Policy Content and Context in Implementation", Politics and Policy 
Implementation in the Third World, M. Grindle, ed. Princeton, N.J: Princeton Univer- 
sity Press 1980. 


as to generate favorable health outcomes. The issue is how to promote 
such actions within non-health sectors which have minimal adverse health 
outcomes, and others which have maximal favorable health outcomes. 
The strategy for achieving the latter has to include an important element 
viz, how to make public policy makers in non-health sectors realize the 
importance of health effect considerations in their decisions pertaining to 
the concerned sector. This necessitates thorough appraisal of public 
policies in non-health sectors from the special perspectives of the health 
sector. 
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Resource Allocation Models: 


Public policy makers are often confronted with decision situations in 
which choice is not in terms of ‘‘Yes’’ or ‘‘No’’ to a certain programme 
option, since many such options can be justified. In such Situations, the 
problem can be resolved through a resource allocation model. Resource 
allocation models use optimization techniques such as Linear Program- 
ming or input-output Analysis for allocation of scarce health sector funds 
under various constraints. For example in a country a model has been 
developed to examine the feasibility and economic implications of rede- 
signing a nation’s industrial structure on considerations of inputs, outputs, 
pollution effects, technologies for pollution control etc., so that pollution 
is significantly prevented or reduced. 


Experimental and Quasi-Experimental Studies: 


The greatest hurdle in catalyzing intersectoral action in support of 
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health is the lack of hard data demonstrating health effects of policies in 


non-health sectors. The best solution to this problem lies in conducting 
scientifically designed experiments and effects of specific policies and 


programmes. For example, prior to construction of a dam the following 
may be carried.out: 


(a) a pre-study of the command area of the dam in 
terms of epidemiological situation and quality of life; 


(b) a study as above in an area (control group) similar in many 
characteristics but not in the command area of any major 
dam; 


(c) studies similar to (a) and (b) in respect of minor irrigation 
projects in comparable areas; 


(d) post-study in all the areas treated as experimental (treatment) 
areas and control areas; 


(e) analysis the data collected to evaluate net health (and other) 
effects of the policies of major/minor irrigation projects; 


Similar experimental projects can be designed for problems such as: 


(a) estimation of net health effects of mounting a special slum 
health facility or a child labour health facility; 


(b) estimation of the impact of a special health education drive 
targeting farmers to mitigate adverse health effects of 
pesticide use in agriculture; 


Unfortunately, however, public policy makers are often not willing to 
wait for long periods of time to observe the outcomes of experimental 
studies before they make policy decisions. A more realistic approach is to 
conduct quasi-experimental studies or analyze natural experiments. 


Examples of such studies include: 


(a) estimation of differential health status and quality of life in 
families (i) which include child labour, and (ii) which do not 
contribute child labour; 


(b) determination of the health status of families living in one-room 
and two-room non-slum accommodations, and others living in 
slums; 


(c) estimation of the occupational health situation (morbidity 
levels) in institutions with varying levels of health care 
facilities; 


(d) assessment of the health status of farmers en gaged in production 
of different crops involving varying levels of pesticide use. 


Multivariate Statistical Analysis/Area Analysis: 


Association analysis using multivariate techniques with areas/insti- 
tutions/groups of individuals as units of analysis provides yet another 
strong methodological option. The techniques involved are multiple 
regression, factor analysis, multiple classification analysis etc. 


A multivariate study enables estimation of net effect of each inde- 
pendent variable on any one of the dependent variables, based on 
secondary data sources. Examples of other studies using such ap- 
proaches are: 


(a) using states as units of analysis, estimating the relationship 
between quantum of various pesticides used, and other rele- 
vant variables and morbidity rates from related diseases: 


(b) using command areas of major irrigation projects as units of 
analysis, analyzing health status variables against a variety of 


relevant independent variables such as: income level of 
people, health care expenditure; health input variables 
(curative and preventive); educational status of people; etc. 


The above formed the basis of a fruitful discussion on the various 
aspects and dimensions of policy analysis. In order to facilitate the com- 
prehension of the process of policy analysis and its various phases, 
participants selected problems from their own country situation and 
worked through the process illustrating the type of information they would 
get, the variables included, the parameters they would use, and the 
argumentation for changing or modifying those aspects of policies which 
had a direct bearing on the problem chosen. In this way policy analysis 


_ was seen as an invaluable analytical tool for assessing health status which 


takes account of the socioeconomic and political context within which the 
health situation evolves, as well as a negotiating platform for protecting 
and promoting health status within development policies and programmes. 


SPECIFIC RECOMMENDATIONS 


The discussions following the presentation of each case aimed at iden- 
tifying the underlying issues, policy options and key action research. 
Many of the issues were already known to policy makers, and some 
countries had already taken steps to introduce safeguards. The policy 
options therefore were put forward as general guidelines enabling each 
country to select those most appropriate to their stage of development in 
introducing safeguards for protecting health. The policy options were not 
mutually exclusive. The following is a summary of the key issues, policy 
options and action research required in each of the five areas discussed and 
recommended for countries, WHO and the international community. 


Agricultural Development Policy and Health Status 
A. PESTICIDE USE - Key Issues 
E. The use of pesticides is necessary for improving yield of food 


crops, increasing farmers’ income and protecting large invest- 
ments in emerging commercial agriculture. 


pa There is a growing need to minimize existing pesticide use and 
to make less toxic pesticides widely available at affordable 
prices. 


Action Research Requirements 


i. | quantitative analysis of actual harmful effects of 
pesticides including residues in food and environment: 


li. substitutes for harmful pesticides; 
lil. possibilities for reducing the cost of less harmful but 
more effective types of pesticides. 
B. LARGE SCALE WATER DEVELOPMENT PROJECTS - Key 


Issues 


1. Growing need for implementation of large scale water development 
projects for increasing the supply of food and energy. 


2. Urgent need to mitigate adverse effects on health caused by changes 
in the environment. 
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epidemiological studies of the affected area; 


ii. probable diseases associated with the impounding of 
water in big reservoirs; 


iii. baseline health profile of both migrant and local 
populations to establish morbidity patterns. 


H. Industrialization Policy and Health Status 


A. OCCUPATIONAL HEALTH - Key Issues 


l. 


Need for industrialization for income and employment generation 
to enhance a faster rate of economic growth. 


Need to minimize the negative impact of industrialization on 
health status. 


Need to maximize safety of workers and populations. 
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Action Research Requirements 


il. 


lil. 


1V. 


Vi. 


Knowledge, Attitude and Practice (KAP) studies of 
various related bodies such as labour organizations, 
trade unions, industrial management, etc; 


case studies (in greater detail) of selected hazardous 
industries; 


survey of the industries using ‘‘harmful’’ machinery, 
1.e., that might be either antiquated, or highly 
sophisticated and beyond the capacity of operators; 


case Studies of successful and unsuccessful occupational 
health interventions in industries; 


study of the cultural factors influencing human 
behaviour in industrialization to better understand the 
role these play in determining the situation; 


experimental study to investigate the best methods of 
disseminating information regarding the impacts of 
industrialization on health; 


B. CHILD LABOUR - Key Issues 


1. Child labour, while unacceptable, is widespread in many 
countries due to extreme poverty. 


2. Need to protect and promote the health status and quality of 
life of working children by ensuring acceptable working 
conditions. 


Action Research Requirements 


i. study on the net economic effect of working children on 
their family’s income; 


i. nature of an educational programme (condensed 
module) which could be profitably adopted to provide 
educational facilities to working children; 


ii. in depth study of the child labour situation in small scale 
industries. 


HI, Urbanization Policy, including Housing, and Health 
Status - Key Issues 


1. The rapid increase in the urban population due to a variety of 
reasons such as rural-urban migration, expansion of the urban 
industrial sector and the natural growth of the urban population, is 
an inevitable fact of the development process. 


2. Increasing shortage of urban housing and inadequate services and 
amenities have an adverse effect on the health status of urban popu- 
lations. 
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3. Proliferation of slums in large urban settlements severely affect 
the health of the urban poor. 


The above options should be considered as an effort to avoid over- 
crowding in large cities and encourage development of smaller towns. 


Action Research Requirements 


i. 


ill. 


1V. 


V1. 


a detailed survey of the urban housing situation with 
emphasis on estimating existing stock, quality, demand 
and affordability; 


a profile of urban inhabitants and their living conditions 
to determine the most vulnerable groups; 


development of simple, appropriate and adequate 
indicators for monitoring health status in slums through 
periodic community morbidity surveys and specific 
epidemiological investigations; 


detailed investigation of housing finance to provide 
information on types of resources available and their 
sustainability; 


investigations of the roles of the private sector and 
voluntary organizations and their resources in slum 


improvement programmes; 


in-depth study of legislation to identify the constraints 
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Vil. 


Vill. 


1X. 


X1. 


and barriers to implementation and action; 


action research that investigates existing public health 
laws and regulations covering housing should be 
analyzed, with a view to assessing whether these are too 
restrictive for the poor and impossible for them to 
achieve. Tests should be carried out to ascertain the 
effect of these laws and regulations on the poor’s 
initiatives regarding their own housing; 


study of health effects of housing with special reference 
to the effects of overcrowding as a result of shortage of 
housing; 


the effect that certain primary health care schemes 
would have on the “‘health quality’’ of the slum, i-e., 
from the standpoint of personal, communal health 
improvements, to the total environment of the slum; 


detailed study to enable spatial planning for a viable 
hierarchical system of human settlements (including 
the growth centers/points and satellite towns); 


the effect of income-generating activities, self-help 
schemes, and encouraged-entrepreneurship through the 
use of seed money should be investigated. 
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OVERALL RECOMMENDATIONS 


The following overall recommendations were adopted by the Sympo- 
sium. 


Recognition should be given to development policies in non-health 
sectors as they have wide ranging implications for, and impact on health 
Status and quality of life. 


Health impact analyses are a valuable component for feasibility and 
appraisal studies, the results of which can be used to eliminate or reduce 
adverse effects of development programmes and projects. 


In view of the World Health Assembly Resolution WHA 39.22 and the 
recommendations of the South-East Asia Regional Conference on Health 
Development, this Symposium recommends that action be taken by the 
countries, WHO and other international agencies to: 
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ANNEX B 
METHOD OF WORK 


The Symposium was conducted using a well structured programme 
with a participatory approach. To facilitate in-depth analysis and 
initiate discussion two small groups were formed to discuss specific 
cases. The groups included at least one country participant. These 
groups analyzed the modules thoroughly and reported back in plenary 
sessions. During the plenary sessions all the Participants had a chance 
to share their views and come to some consensus. 


The areas of public policy and their impact on health status and 
quality of life were presented in three modules. These were: 


(a) Agricultural development policies: 
(b) Industrialization policies; 
(c) Urbanization policies. 


For each of these 3 modules illustrative examples from actual situations 
were documented as described below. 


Module I. Agricultural Development Policy - Health Linkage 
(a) Case on Pesticide use 
(b) Case on the Narmada Valley Project 


(c) Background Note on “‘Issues in Agricultural Health 
Linkages”’ 


Module II. Industrialization Policy - Health Linkage 


(a) | Case on Occupational Health Hazards and Safety in Industries 
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(b) Case on Child Labour 

(c) Background Note on ‘‘Industrialization Policy and Health’’ 
Module III. Urbanization Policy - Health Linkage 

(a) Case on Housing in Urban Areas 

(b) Case on Slums 


(c) Background Note on Urbanization, Urban Policies and Health 
Implications 


A set of study questions was used to help the participants to focus on 
concrete issues and, as decision makers, select the course of action to 
be taken by weighing the advantages and disadvantages of various 
policy options. 
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14.00 - 15.30 


15.45 - 16.15 


16.15 - 16.30 


Plenary 
Case discussion on Module II 
Coffee Break 


Plenary 
Exchange of Country Experiences 


Summary of Module II by Rapporteur 
Prof. Basu Ghosh, IIM 


FRIDAY, 20 OCTOBER 1989 


09.00 - 09.15 


09.15 - 10.45 
10.45 - 11.00 
09.15 - 10.45 
13.00 - 14.00 


14.00 - 15.30 


15.30 - 15.45 


15.45 - 16.15 


16.15 - 16.30 


Introduction to Module III by 
Prof. Vinod K. Tewari, IIM 


Small group work on Module III 

Coffee Break 

Small group work on Module III (contd.) 
Lunch Break 


Plenary 
Case discussion on Module III 


Coffee Break 


Plenary 
Exchange of country experiences 


Summary of Module III by Rapporteur 
Prof Basu Ghosh, ITM 


SATURDAY, 21 OCTOBER 1989 


09.00 - 09.30 Session Objectives 
Methodologies for policy analysis 
Introduction by Dr A. El Bindari 
Hammad WHO/HQ 


09.30 - 11.00 Discussions 
11.00 - 11.15 Coffee Break 
11.135 - 130 Discussions 
13.00 - 14.00 Lunch Break 
14.00 - 15.30 Small group work on methodology 
for policy analysis 
15.30 - 15.45 Coffee Break 
15.45 - 16.30 Presentation of methodologies for policy 


analysis in individual countries 
SUNDAY, 22 OCTOBER 1989 

FIELD TRIP 
MONDAY, 23 OCTOBER 1989 
09.00 - 10.45 Plenary 


Presentation of country group reports 
and discussion 
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~ 10.45 - 11.00 


11.00 - 13.00 


13.00 - 14.00 


14.00 - 15.30 


15.45 - 17.00 


Coffee Break 


Plenary 
Presentation of country/group reports 
and discussion 


Lunch Break 


Plenary 


Plenary 


TUESDAY, 24 OCTOBER 1989 


11.30 - 12.00 


12.30 - 14.00 


Opening Session 


1 


Introductory Address by 
Prof. J. Philip, Director IIM 


Welcome Address by 

Dr D.B. Bisht 

Director, Programme Management 
WHO/SEARO 


Remarks by Dr A. El Bindari 
Hammad, ISC/WHO HQ 


Inaugural address by 
H.E. Shri P. Ventakasubbiah, 


Governor of the State of Karnataka 


Vote of Thanks by Prof. Basu 
Ghosh, IIM 


Lunch Break 


14.00 - 15.45 Plenary 
Presentation of policy options on 
Agriculture vis a vis health. 


Discussions 
15.45 - 16.00 Coffee Break 
16.00 - 17.15 Discussion continued 


WEDNESDAY, 25 OCTOBER 1989 


09.00 - 10.45 Plenary 
Presentation of Policy options on 
industrialization vis a vis health. 


Discussions 
10.45 - 11.00 Coffee Break 
11.00 - 13.00 Discussion continued 
13.00 - 14.00 Lunch Break 
14.00 - 16.00 Plenary 


Presentation of policy options on 
Urbanization vis-a-vis Health. 
Discussion 


16.00 - 17.00 Visit to the Institute for Tea 
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“THURSDAY, 26 OCTOBER 1989 
09.30 - 10.45 Discussion on Final report 


10.45 - 11.00 . Coffee Break 
Adoption of the final report. Discussion 


1100 Closure of the Symposium 


This document attempts to analyze the impact of development 
policies on health and quality of life by looking at specific 
aspects of urbanization, industrialization and agricultural devel- 
opment. 


It represents the collective views of policy and decision makers, 
administrative, health and other professionals including NGOs, 
on ways and means of reducing health risk factors in the context 
of ongoing economic policies and programs. As such it repre- 
sents a useful document which can be used as a guideline for 
future policy options and action research. 


